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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, resident family interview, staff interviews, and the facility policy, the facility failed to 
ensure the fall intervention of a bed alarm worked properly for 1 of 3 residents reviewed for falls (Resident 
#1). The facility reported a census of 146 residents. Findings include:The Minimum Data Set (MDS) 
assessment dated [DATE] revealed Resident #1 scored a 9 out of 15 on the Brief Interview for Mental Status 
(BIMS) exam, which indicated cognition moderately impaired. The MDS indicated resident required 
substantial/maximal assistance with walking 10 feet, lying to sitting on the side of the bed, and sitting to 
standing. The MDS revealed resident used an indwelling catheter and always continent of bowel. The MDS 
indicated medical diagnoses for other neurological conditions; encounter for surgical aftercare following 
surgery on the nervous system; and hemiplegia. The MDS indicated resident fell once since admission with 
no injury. The MDS indicated resident took opioids and used bed and chair alarms. The Care Plan revealed 
a Focus area dated 10/22/25 for Cognitive Loss. The intervention (no date indicated) revealed bed/chair 
notification to assist staff with awareness of resident needs. The Care Plan revealed a Focus area dated 
10/22/25 for Falls. The interventions (no date identified) revealed evaluate assistive devices for strength and 
safety; evaluate routine and patterns to assist at times needed; and intervene for unsafe behaviors effecting 
fall risk. 'review of the Fall Interventions Plan dated 10/23/25 revealed the following selected interventions:a. 
10/12/25: frequent regular rounding b. 10/20/25: routine toileting with roundingc. 10/20/25: bed alarm 
evaluated. Batteries replaced, set to audible. Signs posted to call for assist. d. 10/23/25: room change- move 
closer to nursing med carts/dining room. e. No date identified: seizure precautionsf. No date identified: 
chair/bed alarms for notification of resident need. Review of the Progress Note dated 10/17/25 at 12:09 PM, 
revealed patient continues on skilled services PT/OT (Physical Therapy/Occupational Therapy) for 
meningioma. She transfers 1 assist with walker. WTD (Walk to Dine). Reports 1/10 pain to surgical site to 
head. Patient received scheduled Tylenol this morning. Patient know to get up on. She needs constant 
reminders. Bed and chair alarm in use. Call light within reach. Patient straight cathed using sterile technique 
with 550 ml of urine out. Patient tolerated procedure well. Review of the Post Fall Evaluation dated 10/20/25 
at 3:20 AM revealed the following: a. Oriented to self; not oriented to situation or time b. Able to bear weight 
and no change from their usual ROM or weight bearingc. No apparent injury; no treatment neededd. 
Neurological Evaluation: pupils are equal and reactive to lighte. Mechanism of Fall: 1. Location of fall: 
resident bathroom [ROOM NUMBER]. Description of Fall activity: unknown, found on floor 3. Bed alarm in 
place- yes; alarm sounded- no 4. Resident statement related to fall- resident asked why she got up 
unassisted and she stated, I don't know. I just want to get back to bed. 5. Fall unwitnessed. 6. First 
responder statement related to unwitnessed fall: Certified Nurse Aide (CNA) reported hearing someone yell 
while he was in the hallway. Patient was found sitting on bathroom floor leaning against the wall. Patient was 
on the right side of the toilet with leg extended out. Front Wheeled [NAME] (FWW) was in front of the toilet. 
She did not call for assistance before ambulant in room. Patient. denied hitting head. 7. Patient. educated on 
the importance of safety and calling for assistance. The Fall Scene Investigation Report (no date indicated) 
revealed Staff B, Registered Nurse (RN)a. Re-creation of last 3 hours before fall: Patient was last seen lying 
in bed approximately 3:00 AM, CNA (Certified Nurse Aide) was making rounds and heard someone yell. He 
found patient sitting on BR (bathroom) floor by toilet with legs extended out. Patient had disconnected/pulled 
cath apart. Patient stated she didn't know why she was in BR, but before returning to bed she stated she 
needed to have a BM (bowel movement). No apparent injury. Later � (complained) back pain approximately 
5:00 AM. b. Fall Huddle: What appears to be the initial root cause of the fall? Patient cognitive state c. 
Describe new intervention put in place to prevent future falls: replace bed alarm Review if the final report of 
Computed Radiography (CR) hip 2 or 3 View right (RT) with or without pelvis, dated 10/20/25 at 2:37 PM 
revealed: a. Reason for exam: painb. Clinical history: fall with hip and low back painc. Findings: Bone and 
joints: Osteopenia. No acute fracture or malalignment. Mild degenerative changes of the bilateral hips and 
lower lumbar spine. d. Soft tissue: postsurgical changes are seen projecting over the lumbar spine. Sacral 
stimulator is seen on the right atherosclerosis. e. Impression: no acute findings. Review of the final report of 
the CR Lumbar Spine AP (anterior/posterior) LAT (Lateral), dated 10/20/25 at 2:49 PM revealed the 
following:a. Reason for exam: painb. Report: c. Indications: fall today, low back paind. Technique: AP, lateral 
and spot lateral views of the lumbar spinee. Comparison : prior exam dated 1/17/2019f. Findings: Diffuse 
decreased bony mineralization. There is a new compression fracture of L1 which was not present on 2019. 
However still remains age indeterminate given the timeframe since prior exam. However given the history 
and back pain this could be acute. There is less than 25% height loss seen. No other compression 
deformities. There is a levoconvex degenerative curvature the thoracolumbar spine. There is endplate 
degenerative change throughout the lumbar spine with associated disc space narrowing at L5-S1. There is a 
facet arthroplasty throughout the lumbar spine. Cholecystectomy clips. Additional surgical clips in the lower 
lumbar prevertebral space. There is nerve stimulator device in the sacrum. g. Impression: Age-indeterminate 
compression fracture of L1 with less than 25% height loss. Decreased bony mineralization and degenerative 
changes as above. During an interview on 10/29/25 at 9:52 AM, Resident #1's husband stated Resident #1 
had an bed alarms on her bed and he saw them every day before he left. The husband stated Resident #1 
had a fall on 10/20/25 in the middle of the night and was a huge setback for Resident #1. During an interview 
on 10/30/25 at 10:14 AM, Staff A, CNA queried on the fall with Resident #1 and he stated he didn't hear the 
bed alarm go off and it didn't alarm on his phone. Staff A stated he heard a sound and ran up to the nurse's 
station first and then back down the hallway to Resident #1 room and found Resident #1 on the floor in her 
bathroom. Staff A stated he found Resident #1 found lying on her side and he called the nurse. The nurse 
assessed Resident #1, and he recalled Resident #1 denied pain. Staff A stated he was glad he heard the 
shout, otherwise he wouldn't have known Resident #1 fell. Staff A stated he relied on the bed alarms to alert 
him when someone was getting up. Staff A stated Resident #1 was in bed when he started his shift. Staff A 
stated he checked on Resident #1 an hour before the fall. Staff A stated the nurse assessed the bed alarm to 
see if it was working.During an interview on 10/30/25 at 10:59 AM, the Physician Assistant (PA) queried on 
the results of the x-ray and the PA stated in all of his years of practice if the Radiologist deemed an 
indeterminate date of a fracture, the fracture was old. The PA stated the pain Resident #1 had experienced 
could have been from aggravating the old fracture. The PA stated if the Radiologist thought it was acute, 
they would have documented acute fracture. The PA stated he could only go by what the Radiologist 
documented. During the interview on 10/30/25 at 12:12 PM, the Director of Nursing (DON) queried on the 
purpose of the bed/chair alarms and she stated the purpose was for the residents who could not 
communicate or know to use the call light. The DON stated the bed/chair alarms went through the staff 
phones to notify them when a resident was getting up or where set to audible. The DON confirmed Resident 
#1 bed alarm did not alarm when Resident #1 got up and fell. The DON asked what the expectation of the 
bed/chair alarms and she stated they would be tasking the nurse to check the bed alarms to make sure they 
were working properly every shift just like a wander guard (device used to alarm staff if a resident is 
wandering to a potentially unsafe location.) During an interview on 10/30/25 at 1:30 PM, the Staff C, RN 
(Registered Nurse) Unit Manager queried on the incident with Resident #1 and she confirmed the bed alarm 
did not sound and they trouble shot the alarm and changed the batteries, even though the batteries were not 
completely dead and the bed alarm worked again. Staff C stated Resident #1a bed alarm started out going 
through the staff phone, but after the fall, they switched it to audible. During an interview on 10/30/25 at 1:40 
PM, Staff B, RN queried on Resident #1 fall in the bathroom and she stated she found Resident #1 in the 
bathroom on the floor. Staff B stated Resident #1 didn't remember why she was in the bathroom. Staff B 
stated Resident #1's bed alarm did not sound on her phone and when Staff B checked the bed alarm, Staff B 
noticed if you wiggled the cord, the bed alarm came back on. Staff B stated she told the day shift to switch 
out the bed alarm because Staff B didn't have access to the new bed alarms. Review of the facility Fall 
Procedure dated 3/2024 revealed the following:a. Note any environmental factors that may have contributed 
to fall. b. Review the care plan for current fall prevention interventions and add new interventions or edit 
current interventions. New or edited interventions need to be tried to prevent recurrence of falls. Review of 
the undated [Brand name redacted] Sensor Pad Monitors instructions revealed: a. Place the user on the pad 
surface to activate system and test to ensure function. (If placed properly, the monitor will sound an alarm to 
notify staff if the user removes weight from the pad.
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